Stonington Institute

234A Bank Street
sth Floor

New London, CT
06320-4615

860 / 439.6000

1.800 / 832.1022 toll free

860 / 439.6010 fax
WWW.ETONIDZLONIRSTITHIE.Com

September 28, 2009

Christine Vogel, Commissioner
Office of Health Care Access
State of Comnecticut

410 Capitol Avenue, MS #13HCA
PO Box 340308

Hartford, CT 06134-0308

Dear Commissioner Vogel:

Enclosed please find a completed Form 2030 for the relocation of our Ambulatory Detox
Program to our North Stonington Campus. Please do not hesitate to contact me with any

questions regarding this Form.

Anisk

William A. ovieh %

CEO



State of Connecticut
Office of Health Care Access
Letter of Intent Form
Form 2030

All Applicants involved with the proposal must be listed for identification purposes. A proposal’s Letter
of intent (LOI) form must be submitted prior to a Certificate of Need application submission to OHCA by
the Applicant(s), pursuant to Sections 19a-638 and 19a-639 of the Connecticut General Statutes and
Section 19a-643-79 of OHCA's Regulations. Please complete and submit Form 2030 to the
Commissioner of the Office of Health Care Access, 410 Capitol Avenue, MS# 13HCA, P.O. Box
340308, Hartford, Connecticut 06134-0308.

SECTION I. APPLICANT INFORMATION

If this proposal has more than two Applicants, please attach a separate sheet, supplying the same
information for each additional Applicant in the format presented in the following table.

L. .. . Applicant One

Full legal name _
Stonington Behavioral Health, Inc.

Doing Business As Stonington institute

Nameofpamnt Cofporanon R — UHS,_ ;hc_' s

‘[ Applicant's Mailing Address, if Post Office (PO) | 234A Bank Street, 5" Fl

| Box, include a street mailing address for New London, CT 06320

.| Certified Mail ~ (ZipCode Required) | . ..

= Identify Applicant Status: P

P for Profit or

_ NPforNomprofit . . . i

Doés the Applicant have Tax Exempt Yes No
|| Status?

Contact Person, including Title/Position: Mary Minton, CFO
;1 This Individual will be the Applicant Designee to -
1| recejve all correspondence inthis matter. |

Contact Person’s Mailing Address, if PO Same as above | |
-1 Box, include a street mailing address for
.| Certified Mail _ (Zip Code Required)

Contact Person Telephone Number o 860-43960'(')5

[Contact Person Fax Number | 860-430-6008

Contact Person e-mail Address Mary.minton@uhsinc.com
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SECTION Il. GENERAL APPLICATION INFORMATION
a. Project Title: Ambulatory Detox Program
b. Project Proposal: Service Relocation
c. Type of Project/Proposal, please check all that apply:

Inpatient Service(s):
] Medical/Surgical [[] Cardiac [1 Pediatric L | Maternity
[} Trauma Center [(] Transplantation Programs

[] Rehabilitation (specify type)

["1 Behavioral Health (Psychiatric and/or Substance Abuse Services)
[] Other Inpatient (specify)

Qutpatient Service(s):

1 Ambulatory Surgery Center U] Primary Care [1 Oncology
[] New Hospital Satellite Facility [] Emergency 7] Urgent Care
] Rehabilitation (specify type) [] Central Services Facility

Behavioral Health (Psychiatric and/or Substance Abuse Services)
[T1 Other Outpatient (specify)

Imaging:
] MR [] CT Scanner [] PET Scanner
[1 CT Simulator [ 1 PET/CT Scanner [ ] Linear Accelerator

[[] Cineangiography Equipment ] New Technology:

Non-Clinical:

[} Facility Development [[] Non-Medical Equipment [ ] Renovations
[[] Change in Ownership or Control [ ] Land and/or Building Acquisitions

[] Organizational Structure (Mergers, Acquisitions, & Affiliations)

7] Other Non-Clinical:

d. Does the proposal include a Change in Facility (F), Service (S)/Function (Fnc) pursuant to Section
19a-638, C.G.8.7

> Yes 7 No
If you checked “Yes” above, please check the appropriate box below:
[T New (F, S, Fnc) ] Additional (F, S, Fne)  [] Replacement
] Expansion (F, S, Fnc) Relocation 1 Termination of Service
[] Reduction [] Change in Ownership/Control

Form 2030
Revised 1072007
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e. Wil the Capital Expenditure/Cost of the proposal exceed $3,000,000, pursuant to Section 19a-639,
C.GS.?
[ 1 Yes No
If you checked “Yes" above, please check the boxes below, as appropriate:
] New equipment acquisition and operation
] Replacement equipment with disposal of existing equipment
] Major medical equipment
[] Change in ownership or control

f. Location of proposal, identifying Street Address, Town and Zip Code:
75 Swantown Hill Road, North Stoningion, CT 06359

g. List each town this project is intended to serve:

Bozrah, Colchester, East Lyme, Franklin, Griswold, Groton, Hanover, Lebanon, Ledyard, Lisbon,
Lyme, Montville, Mystic, New London, North Stonington, Norwich, Old Lyme, Preston, Salem,
Sprague, Stonington, Voluntown, Waterford.

h. Estimated starting date for the project: November 1, 2009

i.  If the proposal includes change in the number of beds provide the following information:
NOT APPLICABLE

A A S e R s

: Existing | Existing | Proposed Increase | Proposed Total
\Type ... iStaffed  licensed | or(Decrease) | Licensed

Form 2030
Revised 10/2007
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SECTION Iif. ESTIMATED CAPITAL EXPENDITURE/COST INFORMATION

a. Estimated Total Project Expenditure/Cost: $0

Please provnde the fol!owmg tentat;ve capltat expenditure/costs reiated to the proposaE NOT APPLICABLE

Major Medlcal Equnpment Purchases

{LendBuilding Purchases
E] COﬂStTUCtIOn/R@nOVﬁtIOﬂ -

|
| Medical Equrpment Purchases*

Other (Non- Constructlon)SpeCIfy -
Total Capital Expenditure

Major Medical Equipment - Fair Marke’e VaEue of Leases Medlcaf

Equipment — Fair Market Vaiue of Leases
Non-Medical Equipment — Fair Market Value of Leases

|
} Fair Market Value of Space Capital Leases Only
[ Total Capital Cost

[ Total Project Cost i
Capitalized Flnancmg Costs (Informatlonal Purpose Only)

Prowde an itemized list of all medical and non»medlcei equupment to be purchased and
leased.

b. If the proposal has a total capital expenditure/cost exceeding $20,000,000 or if the proposal is for
major medical equipment exceeding $3,000,000, you may request a Waiver of Public Hearing
pursuant to Section 19a-643-45 of OHCA'’s Regulations? Please check your preference.

[ Yes 1 No NOT APPLICABLE

1. If you checked “Yes" above: please check the appropriate box below indicating the basis
of the projects eligibility for a waiver of hearing

[C1 Energy Conservation "] Health, Fire, Building and Life Safety Code
[T} Non Substantive

2, Provide supporting documentation from elected town officials (i.e. letter from Mayor's
Office).
d. Maj or Medlcal and/or Imagmg Equlpment Acqulsltlon NOT APPLICABLE

Equupment Type l Name Model i Number of Units g Cost per um’c

t i |
z 1 %,._ I
1 T T |

Note Provide a copy of the vendor contract or quotation for each major medlcai/:magmg eguipment.

Form 2030
Reviged 10/2007
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e. Type of financing or funding source (more than one can be checked): NOT APPLICABLE

] Applicant's Equity [T Capital Lease [} Conventional Loan
[ ] Charitable Contributions ] Operating Lease [] CHEFA Financing
[[] Funded Depreciation ] Grant Funding

] Other (specify)

SECTION IV. PROJECT DESCRIPTION

In paragraph format, please provide a description of the proposed project, highlighting each of its
important aspects, on at least one, but not more than two separate 8.5” X 11" sheets of paper. Ata
minimum each of the following items need to be addressed, if applicable.

1. List the types of services are currently being provided. If applicable, provide a copy of each
Department of Public Health (DPH) license held by the Applicant.

2. List the types of services being broposed and what DPH licensure categdries will be sought, if
applicable,

3. Identify the current population served and the target population to be served.
4. Identify any unmet need and describe how this project will fulfill that need.
5. Are there any similar existing service providers in the proposed geographic area?

8. Describe the anticipated effect of this proposal on the health care delivery system in the State of
Connecticut.

7. Who will be responsible for providing the service?

8. Who are the current payers of this service and identify any anticipated payer changes when the
proposed project becomes operational?

Form 2030
Revised 10/2007



Stonington Institute
Form 2030 — Ambulatory Detox: Service Relocation
September 28, 2009

SECTION IV. PROPOSAL DESCRIPTION

The proposed project involves returning the Applicant’s currently licensed Ambulatory Chemical
Detoxification Treatment Service (“Ambulatory Detox™) from 333 Long Hill Road, Groton, CT,
06340 (“Groton Clinic™) to its main campus at 75 Swantown Hill Road, North Stonington, CT,
06359 (“North Stonington Campus™).

There is no change in service proposed. The Applicant currently provides Ambulatory Chemical
Detoxification Treatment under DPH License No. 0299 (Facility for the Care and Treatment of
Substance Abusive or Dependent Persons). A copy of the license is provided with this
Application. '

On January 5, 2004, OHCA granted a CON to Applicant for the establishment of an Ambulatory
Detox service at the North Stonington Campus. (Docket 03-30142-CON) That CON was
subsequently modified (03-30142-MDF) to allow for the change of address to the Groton Clinic.

The Applicant’s Lease at the Groton Clinic is expiring and this Application seeks to return the
service to its originally approved location at the North Stonington Campus. No change in
licensure is required by the proposal.

Applicant currently serves adults ages 18-65 with a primary substance abuse diagnosis in its
Ambulatory Detox service. The proposed population is the same population.

There is also no change in the entity providing and billing for the service.

Applicant currently owns the physical space proposed for the project and it currently operates its
residential detoxification program at the proposed site. The average daily census in the
Ambulatory Detox program has been approximately 1 for 2006, 2007, 2008 and 2009 to date and
thus the current/projected size of the program is well within the capacity of the North Stonington
campus, as it was originally approved in 2004.

The relocation of the service will allow Applicant to continue to provide detox services to clients
that do not meet criteria for residential detox, but need outpatient treatment for withdrawal.

To our best knowledge, Hartford Dispensary is currently the only other provider of outpatient
detox services in the geographical region, at two separate sites: New London and Norwich.

The current payers of this service include all contracted commercial insurance/HMO plans,
Medicaid, and self-pay. There is no change in payor source expected or planned for the
proposal.

! A separate Form 2020 Application has been filed with respect to the relocation of the Day/Evening and Outpatient
treatment offered at the Groton clinic in light of the fact that the relocation of those services is proposed to an
address within the same Town,
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AFFIDAVIT

To be completed by each Applicant

Applicant: Stonington Behavioral Health, inc.

Project Title: Ambulatory Detox Program

l, Mary Minton . CFO
(Name}) (Position — CEO or CFO)

of Stonington Behavioral Health, Inc. being duly sworn, depose and state that the

information provided in this CON Letter of Intent (Form 2030) is true and accurate to

the best of my knowledge, and that Stonington Institute complies with the appropriate and
(Facility Name)

applicable criteria as set forth in the Sections 19a-630, 19a-637, 19a-638, 19a-639, 19a-486

and/or 4-181 of the Connecticut General Statutes.

mw AN L‘ma 9/28/09

Signature Date

Notary Puhlic/Commissioner of Superior Court e

My MISSW‘@S&C

Form 2030
Revised 10/2007



_thfs ~
e STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

October 20, 2009 via fax and email only

Mary Minton

Chief Financial Officer
Stonington Institute

234 A Bank Street, 5 Floor
New London, CT 06320

RE:  Certificate of Need Application Forms; Docket Number: (9-31477-CON
Stonington Institute
Relocate Ambuatory Detoxification Service from Groton to North Stonington

Dear Ms. Minton:

Enclosed are the application forms for Stonington Institute’s Certificate of Need (“CON™)
proposal for the relocation of its ambuatory detoxification service from Groton to North
Stonington, Connecticut, at no associated capital expenditure. According to the parameters
stated in Section 19a-638 of the Connecticut General Statutes, the CON application may be
filed between November 28, 2009, and January 27, 2010.

When submitting your CON application and any subsequent appiicétion information to this
agency, you are obligated to observe the following procedural requirements. Failure to
observe these requirements will require follow-up work on your part to correct the
filing.

¢ Number and date each page, including cover letter and all attachments. Information
filed after the initial CON application submission (i.e. completeness response letter,
prefile testimony, late file submissions and the like) must be numbered sequentially
from the Applicant’s document immediately preceding it. For example, if the
application concludes with page 100, your completeness response letter would begin
with page 101.

e Submit one (1) original and six (6) hard copies of each submission in 3-ring binders.

o Submit a scanned copy of each submission in its entirety, including all attachments on
CD, preferably in Adobe {.pdf) format.

An Equal Opportunity Employer
410 Capitol Ave.,, MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001 Toll-Free: 1-800-797-9688
Fax: (860) 418-76G53



Stonington Institute October 20, 2009
CON Application Forms; DN: 09-31477-CON PageZ of 2

» Submit an electronic copy of the documents in MS Word format with financial
attachments and other data as appropriate in MS Excel format.

The OHCA analyst assigned to the CON application is Jack A. Huber. Please contact him at
(860) 418-7034 if you have questions.

Sincerely,

Kaila J. Riggott
Planning Specialist

Fnclosure



State of Connecticut
Office of Health Care Access
Certificate of Need Application

Please complete all questions. If any question is not relevant to your project a response
of “Not Applicable” may be an acceptable answer. Your Certificate of Need application
will be eligible for submission no carlier than November 19, 2009, and may be submitted

no later than January 27, 2010. The OHCA Analyst assigned to your application is Jack
A. Huber. He may be reached at the Office of Health Care Access at (860) 418-7034.

Docket Number: 09-31477-CON
Applicant Name: Stonington Institute
Contact Person: Mary Minton
Contact Title: Chief Financial Officer
Contact Address: Stonington Institute

| 234A Bank Street, 5 Floor

New London, CT 06320

Project Location: North Stonington
Project Name: Ambulatory Detoxification Service Relocation
Proposal Type: Section 19a-638, C.G.S.

Estimated Total
Capital Expenditure: $0



Stonington Institute
CON Application Forms; DN: 09-31477-CON

Service Relocation Application

1. Project Description and Need

A. Provide a narrative detailing the proposal.

October 20, 2009
Page2of 5

B. Provide the following regarding the proposed new service location:

i) The rationale for choosing the proposed service site.

ii) Identify the service area towns for the service’s current site.

iii) Identify the service area towns for the proposed service site.

iv) Explain any anticipated variation in the service area towns between the

current and proposed service sites.

v) Identify the population currently served by the service.

vi) Will the population currently served by the service change with the proposed

relocation to a different site.

vii)Identify the existing chemical detoxification providers (name and address) in

the proposed service area tOWns listed above.

viil.Identify the effect of the relocation proposal on the providers listed above.

2. Actual and Projected Volume

A. Complete the following table for the last three fiscal years (“FY™) of the current

service plus the current partial FY.

Table 1: Actual Volume

Aetual Volume

(Last 3 Full Operational FYs Plus Partial Current FY)**

FY*5**

FY****

I

Current FY*+**

Chemical Detoxification Service

Total

** Provide the last three full FY's plus the current partial FY.
¥ Fil] in years. In a footnote, identify the peried covered by the Applicant’s partial FY (e.g. July 1-June

30, calendar year, etc.).

B. Explain the reason(s) for any observed volume decreases b

FYs.

etween the three full




Stonington Instifute October 20, 2009
CON Appilication Forms; DN: 09-31477-CON Page 3 of 5

C. Complete the following table for the first three fiscal years (“FY”) of the service
at the proposed site.

Table 2: Projected Volume

Projected Volume
(First 3 Full Operational FYs)**

FY**** FY**** FY**** FY#***

Chemical Detoxification Service

Total

*% [f the first year of the proposal is only a partial year, provide the first partial year and then the first three

full FYs.
#x%% Fill in years. In a footnote, identify the period covered by the Applicant’s partial FY (e.g. July 1-June
30, calendar year, efc’).

D. Provide an explanation of all assumptions used in the derivation/ calculation of
the projected volume.

3. Quality Measures

A. Submit a list of all key professional, administrative, clinical, and direct service
personnel related to the proposal. Attach a copy of their Curriculum Vitae.

B. Explain how this proposal contributes to the quality of health care delivery in the region.

C. Describe the impact of the proposal on the interests of consumers of health care
services and the payers of such services

D. Identify the Standard of Practice Guidelines that have been utilized in relation to
the current service.

4. Organizational and Financial Information
A. Identify the Applicant’s ownership type(s) (¢.g. Corporation, PC, LLC, etc.).

B. Does the Applicant have non-profit status?
[] Yes (Provide documentation) [} No

C.. Provide a copy of the State of Connecticut, Department of Public Health
Jicense(s) currently held by the Applicant for the chemical detoxification service.

D. Provide audited financial statements for the most recently completed fiscal year.
If audited financial statements do not exist, in lieu of audited financial statements,
provide other financial documentation (e.g. unaudited balance sheet, statement of
operations, tax return, or other set of books.)

3

E. Submit a final version of all capital expenditures/costs as follows:



Stonington Institute October 20, 2009
CON Application Forms; DN: 09-3147 7-CON Paged of 5

Table 3: Proposed Capital Expenditures/Costs
Medical Equipment Purchase $
Imaging Equipment Purchase

Non-Medical Equipment Purchase

Land/Building Purchase *

Construction/Renovation **

Other Non-Construction (Specify)

Total Capital Expenditure

Medical Equipment Lease (Fair Market Value) ***
Tmaging Equipment Lease (Fair Market Value) ***
Non-Medical Equipment Lease (Fair Market Value) *¥*
Fair Market Value of Space *** '
Total Capital Cost . $
Capitalized Financing Costs (Informational Purpose Only) ‘
Total Capital Expenditure with Cap. Fin. Costs b : :
* If the proposal involves a land/building purchase, attach a real estate property appraisal incinding the
amount; the useful life of the building; and a schedule of depreciation.

*# If the proposal involves construction/renovations, attach a description of the proposed building work,
including the gross sq. feet; existing and proposed floor plans; commencement date for the construction/
renovation; completion date of the construction/renovation; and commencement of operations date.

%% If the proposal involves a capital or operating equipment lease and/or purchase, attach a vendor guote
or invoice; schedule of depreciation; useful life of the equipment; and anticipated residual value at the end
of the lease or loan term.

LI R

¥, List all funding or financing sources for the proposal, and the associated dollar
amount of each. Provide applicable details such as interest rate; term; monthly
payment; pledges received to date; letter of interest or approval from a lending
institution.
5. Revenues, Expenses, and Patient Population Projections

a. Patient Population Mix

i Provide the current and projected patient population mix (based on the
number of patients, not on revenue) for the relocated service.

Table 4: Patient Population Mix

Current®* Year 1 Year 2 Year 3
FY Kxw FY L FY ek FY L
Medicare*
Medicaid*
CHAMPUS & TriCare

Total Government

Commercial Insurers*®

Uninsured

Workers Compensation

Total Non-Government

Total Payer Mix




Stonington Institute October 20, 2009
CON Application Forms; DN: 09-31477-CON Page 50f5

* Includes managed care activity.

** New programs may leave the “current” column blank.

#*#* Bill in years. Ensure the period covered by this table corresponds to the period covered in the
projections provided.

i

Provide the basis for/assumptions used to project the patient population mix.

b. Financial Attachments I & II

il

iii.

iv.

vi.

Provide a summary of revenue, expense, and volume statistics, without the
CON project, incremental to the CON project, and with the CON project.
Complete Financial Attachment L. (Note that the actual results for the fiscal
year reported in the first column must agree with the Applicant’s audited
financial statements.) The projections must include the first three full fiscal
years of the project.

Provide a three year projection of incremental revenue, expense, and volume
statistics aitributable to the proposal by payer. Complete Financial
Attachment IL The projections must include the first three full fiscal years of
the project.

Provide the assumptions utilized in developing both Financial Attachments
I and 11 (e.g., full-time equivalents, volume statistics, other expenses, revenue
and expense % increases, project commencement of operation date, etc.).

Provide documentation or the basis to support the proposed rates for each of
the FYs as reported in Financial Attachment II. Provide a copy of the rate
schedule for the proposed service(s).

Provide the minimum number of units required to show an incremental gain
from operations for each fiscal year.

Explain any projected incremental losses from operations contained in the financial
projections that result from the implementation and operation of the proposal.

vii. Describe how this proposal is cost effective.

6. Other Review Criteria

A. Describe the proposal’s relationship to the Applicant’s long-range plans. Provide
supporting documentation.

B. Specify whether any of the following apply to the proposal. If so, provide an
explanation and supporting documentation.

)

i)

Voluntary efforts to improve productivity and contain costs;
Changes to the Applicant’s teaching or research responsibilities; and/or

ii1) Special characteristics of the Applicant’s patient or physician mix.
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OFFICE OF HEALTH CARE ACCESS
REQUEST FOR NEW CERTIFICATE OF NEED

FILING FEE COMPUTATION SCHEDULE

APPLICANT: FOR OHCA USE ONLY:
PROJECT TITLE: DATE  INITIAL
DATE: 1. Check logged (Front desk)

2. Check rec'd (Clerical/Cert.)
3. Check correct {Superv.)
4. Check logged (Clerical/Cert).)

SECTION A ~ NEW CERTIFICATE OF NEED APPLICATION
1. Check statute reference as apphicable to CON application (see statute for detail):

19a-638.Additional function or service, change of ownership, service termination.
No ¥ee Required.

192-639 Capital expenditure exceeding $3,000,000, or capital expenditure exceeding $3,000,000
for major medical equipment, or CT scanner, PET scanner, PET/CT scanner, MRI scanner,
cineangiography equipment or linear accelerator.

Fee Required.

19a-638 and 19a-639.

Fee Required.

2. Enter $0 on "Total Fee Due" line (SECTION B) if application is required pursuant to Section
19a-638 only, otherwise go on to line 3 of this section.

3. Enter $400 on “Total Fee Due” line (SECTION B) if application is for capital expenditure for major
medical equipment, imaging equipment or linear accelerator less than $3,000,000

4, Section 19a-639 fee calculation (applicable if section 19a-639 capital expenditure for major medical
equipment, imaging equipment or linear accelerator exceeding $3,000,000 or other capital
expenditure exceeding $3,000,000 is checked above OR if both 19a-638 and 19a-639 are checked):

2. Base fee: $ 100000

b. Additional Fee: (Capital Expenditure Assessment) 3 .00
(To calculate: Total requested Capital Expenditure/Cost excluding capitalized financing

costs multiplied times .0003 and round to nearest dollar.} ($ x.0005) | § .00

c. Sum of base fee plus additional fee: (Lines Ada + Adb)
d. Enter the amount shown on Jine Adc. on "Total Fee Due" line (SECTION B),

SECTION B TOTAL FEE DUE: 3 .00

ATTACH HERE CERTIFIED OR CASHIER'S CHECK ONLY (Payable to: Treasurer, State of Connecticus)

Wcert/conlorms/contee Revised 05/G9



GENERAL AFFIDAVIT

Applicant;
Project Title:
31 ¥
(Name) (Position — CEO or CFO)
of being duly sworn, depose and state that

the (Facility Name) said facility complies with the appropriate and applicable
criteria as set forth in the Sections 19a-630, 19a-637, 19a-638, 19a-630, 19a-486
and/or 4-181 of the Connecticut General Statutes.

Signature Date

Subscribed and sworn to before me on

Notary Public/Commissioner of Superior Court

My commission expires:

General Affidavit
Revised 7/02
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DESTIKATION ID

ST. TIME 10/26 09:47

TIKE USE 01'358

PLGES SENT 12

RESULY 0K
PRI STATE OF CONNECTICUT
g%@g OFFICE OF HEALTH CARE ACCESS

FAXSHEET

TO: MARY MINTON

FAX: (860) 439-6008

AGENCY: STONINGTON INSTITUTE

KFROM: JACK HUBER

DATE: 10/26/2009 Time: ~9:40 am

NUMBER OF PAGES: 12

(inchieding rransniittal sheer)

Y T e T e

Comments: Please find with this transmigsion:
Certilicaic of Need Forms; Docket Number: 09-31 4’_7 7-CON
Proposal Secking Relocation of Detoxification Serviees

PLEASE PHONE Jack A. Huber at (860) 418-7034
I+ THERE ARE ANY TRANSMISSTON PROBLEMS.

Phone: (860) 418-7001 Fax: (860) 418-7053



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

October 21, 2009

Mary Minton, CFO

Stonington Behavioral Health, Inc.
d/b/a Stonington Institute

234A Bank Street, 5 Floor

New London, CT 06320

Re:  Letter of Intent; Docket Number: 09-31477-LOI
Termination of the Ambulatory Detoxification Service in Groton
and the Reestablishment of the Service in North Stonington
Notice of Letter of Intent

Dear Ms. Minton,

On September 29, 2009 Office of Health Care Access (“OHCA™) received the Letter of Intent
(“LOI") Form of Stonington Behavioral Health, Inc. d/b/a Stonington Institute (“Applicant”) for
the termination of the ambulatory detoxification service in Groton and the re-establishment of the
service in North Stonington, at no capital expenditure.

A notice to the public regarding OHCA’s receipt of a LOI was published in The Day Publishing
Company pursuant to Section 192-638 of the Connpecticut General Statutes. Enclosed for your
information is a copy of the notice to the public.

Sincerely,

,f‘wgff(ff’/ﬁwé@m

ijber}y R. Martone
Director of Operations

KRM:Img

An Equal Opportunity Employer
410 Capitol Ave,, MS#I13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001 Toll-Free: 1-800-797-9688
Fax: {§60) 418-7053



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

October 21, 2009 Requisition # 102009%*
Email: Legal@Theday.com

*Please bill o Dept of Public Health
~The Day Publishing Company
47 Bugene O’ Neill Drive
Box 1231
New London, CT 06320
Gentlemen/Ladies:

Please make an insertion of the attached copy, in a single column space, set solid under
legal notices, in the issue of your newspaper by no later than Sunday, October 25, 2009.

Pleasé, provide the following within 30 days of publication:

o Proof of publication (copy of legal ad. acceptable) showing published date along
with the invoice.

If there are any questions regarding this legal notice, please contact Jack Huber at (860)
418-7001.

KINDLY RENDER BILL IN DUPLICATE ATTACHED TO THE TEAR SHEET.

Sincerely,
At

Kimberly R. Martone
Director of Operations

Attachment

KRM:JAH:Img

¢: Barbara Olejarz, OHCA

An Egual Opportunity Employer
410 Capitol Ave., MS#13HCA, P.0.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001 Toll-Free: 1-800-797-9688
Fax: (860) 418-7053



The Day Publishing Company Letter of Intent
Docket Number 09-31477 October 21, 2009

PLEASE INSERT THE FOLLOWING:

Statute Reference: 192-638

Applicant: Stonington Behavioral Health, Inc.
d/b/a Stonington Institute

Town: North Stonington

Docket Number: 09-31477-1.01

Proposal: Termination of the Ambulatory Detoxification Service in
Groton and the Reestablishment of the Service in North
Stonington

Capital Expenditure: $0

The Applicant may file its Certificate of Need application between November 28, 2009
and January 27, 2010. Interested persons are invited to submit written comments to
Cristine A. Vogel, Deputy Commissioner, Department of Public Health, Office of Health
Care Access, 410 Capitol Avenue, MS13HCA P.O. Box 340308 Hartford, CT 06134-
(308.

The Letter of Intent is available at OHCA or on OHCA’s website at www.ct.gov/OHCA.
A copy of the Letter of Intent or a copy of Certificate of Need Application, when filed,
may be obtained from OHCA at the standard charge. The Certificate of Need application
will be made available for inspection at OHCA, when it is submitted by the Applicant.



Greer, Leslie

From: Anderson, Holly [H.Anderson@theday.com]
To: Undisclosed recipients

Sent: Wednesday, October 21, 2009 12:00 PM
Subject: Read: Legal Ad 09-31477

Your message

To: H.Anderson@theday.com
Subfect:

was read on 10/21/2009 12:00 PM,
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Updike, Kelly & Spellacy, P.C. Counselors at Law

Jenuifer L. Groves One Century Tower =

(203) 786-8316 265 Church Street 7 -
(203) 772-2037 FAX New Haven, Connegticut 06510

ey

)

o

FACSIMILE TRANSMITTAL SHEET -
-2
TO: Office of Health Care Access FACSIMILE: (860) 4 '705?3{1

ATTN: Kimberly Martone
DATE: October 26, 2009

Re;  Stonington Behavioral Health d/b/a Stoningtott Institute
Relocation of Ambulatory Chemical Detoxification Treatment Service

TOTAL NUMBER OF PAGES (INCLUDING THIS SHEET):

IF YOU HAVE ANY PROBLEMS WITH RECEIPT OF THIS TRANSMITTA.
PLEASE CALL DEB ALEXA AT (203) 786-8300, EXTENSION 3353, THANK YOUL

UPDIKE, KELLY & SPELLACY, P.C., PRACTICES LAW IN THE AREAS OF:

Administrative Law, Appelate Law, Bankruptey/Workout Low, Busingss Law, Commerclal Lending and Banking,
Commercial Lifigatlon, Design/Construction Law, Environmental Law, Laker and Empioyment Law, Legislative
Representation, Personal Law, Product Lictkoliity Law, Public Finonce/Publc Law, Real Estate Law, Prc fesslonol Defense
Law, Taxaton, Financial and Estate Planning and Pensions, and Probate Low

A member firm of Meritas, with member firms worldwide

THE DOGUMENT ACCOMPANYING THIS TELECOPY TRANSMISSION CONTAINS INFORMATION FROM THE LAW FIRM
OF UPDIKE, KELLY & SPELLACY, P.C,, WHICH IS CONFIDENTIAL AND LEGALLY PRIVILEGED. THE INFORMATION 13
INTENDED ONLY FOR THE USE OF THE INDIVIDUAL OR ENTITY NAMED ON THIS TRANSMISSION SHEET, IF YOU ARE
NOT THE INTENDED RECIFIENT, YOU ARE HEREBY NOTIFIED THAT ANY DISCLOSURE, COPYING, DISTRIBUTION, OR
THE TAKING OF ANY ACTION IN RELIANCE ON THE CONTENTS OF THIS YELECOPIED INFORMATION IS STRICTLY
PROHIBITED AND THAY THE DOCUMENT SHOULD BE RETURNED TO THiS FIRM IMMEDIATELY. IN THIS REGARD, IF YOU
HAVE RECEIVED THIS TELECOFY IN ERROR, PLEASE NOTIFY US BY TELEPHONE IMMEDIATELY SO THAT WE CAN
ARRANGE FOR THE RETURN OF THE ORIGINAL DOCUMENTS TO US AT NO COSTTO YOU.
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IENNIFER L. GROVES
T. 203.786.8316

UPDIKE, KELLY € SPELLACY, P.C. . 203.772.2037

, - , ; ks.
Connecticut’s law firm with a worldwide teach igroves@uks.com

BF meriTAS LAW FIRMS WORLDWIDE

Kimberly Martone

Director of Operations

Department of Public Health

Office of Health Care Access Divisionl

410 Capitol Avenue E

Post Office Box 340308 |
l
i

'E
ViA FACSIMILE & REGULAR MAIL

|

i

|

Hartford, CT 06134-0308

Re:  Stonington Behavioral Health d/b/a Stoningion Institute
Relocation of Ambulatory Chemical Detoxification Treatment Service

Dear Ms, Martone: E
|
This office represents Stonington Behavioral Health, Inc. d/b/a Stonington Institute
(“Stonington™). On October 15, 2009, Stonington filed a CON Determination Form 2020 for the
relocation of its Ambulatory Chemical Detoxification Treatment Service from Groton to North
Stonington. Stonington requests that this Form 2020 be withdrawn. Its Letter of Intent Form
2030 for the same proposal should renélain pending,

If you have any questions, plc%se feel free to call me at (203) 786.8316.

Very truly yoirs,

i Jermifer L. Groves

co:  William A. Aniskovich, CEO

551682-v1
One Century Tawer » 265 Church Street - New Kaven, €T 06510 - T 203.786.8300 - F: 203.772.2037 » w ww.uks.com




JENNIFER L. GROVES
T 203.786.8316

UPDIKE, KELLY & SPELLACY, P.C. 72037722037

Connecticur’s law firm with a worldwide reach fgroves@uks.com

Y
Tt MERITAS LAW FIRMS WORLDWIDE

October 26, 2009

VIA FACSIMILE & REGULAR MAIL

Kimberly Martone

Director of Operations

Department of Public Health

Office of Health Care Access Division
410 Capitol Avenue

Post Office Box 340308

Hartford, CT 06134-0308

Re:  Stonington Behavioral Health d/b/a Stonington Institute
Relocation of Ambulatory Chemical Detoxification Treatment Service

Dear Ms. Martone:

This office represents Stonington Behavioral Health, Inc. d/b/a Stonington Institute
(“Stonington™). On October 15, 2009, Stonington filed a CON Determination Form 2020 for the
relocation of its Ambulatory Chemical Detoxification Treatment Service from Groton to North
Stonington. Stonington requests that this Form 2020 be withdrawn. Its Letter of Intent Form
2030 for the same proposal should remain pending.

If you have any questions, please feel free to call me at (203) 786.8310.

Very truly yoirs,

Jennifer L. Groves

cc: William A. Aniskovich, CEO

551882-v1 _
One Century Tower « 265 Church Street - New Haven, CT G6510+T: 203.786.6300 - F: 203.772.2037 - www.uks.com



